Intussusception occurs when a proximal segment of intestine invaginates into a distal segment. It is a common cause of intestinal obstruction in children but is infrequent in adults. A 77-year-old woman presented with a 1-month history of intermittent abdominal pain associated with nausea and distended abdomen. Imaging showed a complex elongated sausage-shaped mass in the transverse colon with no obstructive pattern or free air. Surgery confirmed colonic intussusception in addition to a palpable cecal mass requiring a right hemicolectomy. Histologic study demonstrated adenocarcinoma in situ within a tubulovillous adenoma. Surgical excision of the affected intestine is the recommended treatment of choice.
I ntussusception occurs when a proximal segment of intestine invaginates into a distal segment or vice versa, a potential cause of obstruction. Th is can subsequently compromise the blood supply and trigger intestinal ischemia, infarction, or perforation (1). Intussusception is a common cause of intestinal obstruction in children but is rare in adults. We describe an older woman with this problem.
CASE DESCRIPTION
A 77-year-old white woman presented to the emergency department with a 1-month history of intermittent upper abdominal pain associated with nausea. Initially, the pain was infrequent but it progressed and became more severe and regular, each bout lasting about 2 minutes. She denied fever, chills, weight loss, vomiting, hematochezia, constipation, changes in bowel habits, or any other symptom. Vital signs were within normal limits. Examination revealed a soft, distended, nontender abdomen without guarding, rebound tenderness, or palpable masses. During examination, an episode of abdominal pain was witnessed; it lasted 2 minutes and then resolved. A contrast-enhanced abdominopelvic computed tomography (CT) scan showed a complex-appearing and elongated sausage-shaped mass involving the proximal to mid-aspect of the transverse colon with diff use wall thickening and pericolonic fat stranding (Figure 1 ). No obstructive pattern or free air was observed. Due to the chronicity of symptoms, the patient was admitted and optimized for surgery with hydration, electrolyte replacement, and pain control. Elective surgery on hospital day 3 confi rmed a colonic intussusception and a palpable cecal mass. A right hemicolectomy with an ileocolic side-to-side anastomosis was performed. Th e resected colon was opened, and a protruding tumor was found in the cecum. Th e tumor measured 4.2 × 3.3 × 0.3 cm (Figure 2) . Histologic study demonstrated a minute focus of adenocarcinoma in situ within a 4.2 cm tubulovillous adenoma invading the lamina propria with no muscularis mucosa penetration. No lymphovascular invasion was seen. Surgical margins were negative, and 13 benign lymph nodes were harvested. Th e patient recovered well and was discharged on postoperative day 4.
DISCUSSION
Only about 5% of intussusceptions causing intestinal obstruction occur in adults (1-9). Th ere are multiple types of intussusception, such as gastro-duodenal, jejuno-jejunal, ileoileal, ileo-colic, and colo-colic (5) (6) (7) (8) . In children, 90% of the intussusceptions are ileo-colic and idiopathic (1, 10) . In a recent study with 148 adults, 80% of the cases were enteric intussusceptions (1, 6, 8) . In adults, 80% of the intussusceptions are secondary to a pathologic process such as tumors, suture lines, or adhesions (2). Benign or malignant tumors act as a lead point in 65% of reported adult cases (2-5, 7, 10) . Most of the adult colo-colic intussusceptions are due to malignancy, such as primary adenocarcinoma of the colon, as in our patient (3, (6) (7) (8) 10) .
Th e most common symptoms of intussusception in adults are abdominal pain, nausea, and vomiting (1, (3) (4) (5) (6) (7) (8) . Physical exam rarely discloses an abdominal mass. Plain fi lms usually
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Jessica Gonzalez-Hernandez, MD, and Fernando Garcia, MD show intestinal obstruction (1, 9) . CT scan is the most sensitive diagnostic tool due to the pathognomonic target sign and sausage-shaped appearance (2, 3, 5, 6, 10) . In a recent study by Lindor et al, 93% of the adults with intussusception had a positive CT scan (1). Even though CT scan diagnoses the intussusception, the etiology is rarely identifi ed (10) . Sonography also can be useful in diagnosing intussusception by revealing a target or doughnut sign in transverse view, but this can be limited by obesity or the presence of distended bowel loops (9) . A recent retrospective review by Honjo et al showed that ultrasonography had an accuracy of about 50% in the preoperative diagnosis of adult intussusceptions (11) .
Th e treatment for intussusception varies greatly among children and adults due to the diff erent etiologies. In children, the treatment of choice involves reduction of the intussusception with hydrostatic or pneumatic enemas since most are idiopathic in nature. Adults usually present with nonspecifi c symptoms, and diagnosis can be diffi cult. When preoperative diagnosis is established in adults, reducing the intussusception is controversial due to the high incidence of malignancy, which can result in perforation, dissemination of microorganisms and malignant cells into the peritoneal cavity, and anastomotic complications of the edematous and infl amed bowel (2, 6, 8, 9) . For these reasons, most authors recommend resection of the aff ected bowel to either prevent recurrence or provide cure, since more than 65% of the adults have a malignant lesion as the lead point (2, 6, 8, 10) . Recent studies have proposed preoperative reduction in certain patients with nonischemic small bowel intussusceptions secondary to benign disease. Preoperative reduction permits a more limited resection, in contrast to primary en bloc resection, which is not ideal in patients at risk of short gut syndrome (6, 9) . 
